In diphtheria there is a twofold menace to life. There is the disease itself, and there is the liability to the respiration becoming obstructed from the presence of membrane in the air passages.
Respiratory obstruction may form the only element in the immediate gravity of a case.
Obstruction producing signs of asphyxiation may result from a limited deposit of membrane confined for the most part to the larynx, or from a more extensive deposit of membrane extending into the trachea or bronchi.
If the obstruction is limited to the larynx, the respiratory distress will disappear on restoring the patency of the larynx by the insertion of an intubation tube.
In the case of a more extensive deposit of membrane, if intubation affords any relief, it will effect this by eliminating the dyspnoea which arises from that part of the obstruction which is laryngeal. This relief may be permanent or it may be temporary only, the issue being rendered doubtful by the risks attaching to the exfoliation and the expulsion of the membrane. In the majority of such cases, however, the respiratory obstruction will be more directly reached by tracheotomy, and a more secure basis of relief established.
In short, if the obstruction is tracheal, tubage of the trachea is indicated; if the obstruction is laryngeal, tubage of the larynx is indicated.
Further, respiratory obstruction in diphtheria, demanding operative interference, may arise from spasm of the glottis, and, if one may judge from the disparity, frequently brought to light by post-mortem examination, between the paucity1 of mechanical obstruction and the distressing dyspnceic symptoms in life, this may be a more general cause than is commonly supposed.
In some cases spasm of the glottis may form the whole obstacle to free respiration. In most cases, supplementing the mechanical obstruction caused by the membrane, it may be just sufficient to determine the breakdown of an aeration which previously had been satisfactorily accomplished by increased 
